1. Introduction {#s0005}
===============

Adolescence and early adulthood represent a period of rapid development that is associated with, among other outcomes, a heightened susceptibility to substance use ([@b0015], [@b0225]). In prior studies, social and experiential risk factors, such as childhood adversity, bullying, and peer pressure, have been associated with increased susceptibility to substance use ([@b0010], [@b0060], [@b0145], [@b0155], [@b0245]). In particular, the relationship between childhood adversity and the development of substance use disorders has been a primary focus of research ([@b0010], [@b0145], [@b0155]).

Childhood adversity is characterized by physical abuse, emotional abuse, physical neglect, emotional neglect, and sexual abuse ([@b0040]). Such negative early life events have the potential to significantly impede a child's normal development and, as mentioned, can increase the risk for developing substance use disorders later in life ([@b0010], [@b0135], [@b0145], [@b0155]). Indeed, anywhere between 40% and 90% of substance users are estimated to have experienced episodes of childhood adversity ([@b0020]), and childhood adversity has been associated with an increased likelihood of early onset alcohol and drug use, as well as more heavy and frequent episodes of consumption ([@b0005], [@b0095], [@b0100], [@b0120], [@b0190]). Although there is considerable evidence suggesting that adverse childhood experiences increase the risk of a range of unfavourable outcomes in adulthood, a direct relationship has not been clearly identified ([@b0125]). In fact, it has been suggested that the relationship between childhood adversity and later life outcomes may be indirectly influenced by other factors, such as impulsivity ([@b0195], [@b0215], [@b0240]).

Impulsivity is broadly defined as a spectrum of traits and behaviors characterized by rapid, unpredictable, and spontaneous reactions to external and/or internal stimuli, without regard for potential consequences ([@b0055]). Impulsivity is a multidimensional construct that can be assessed through self-report questionnaires such as the Barratt Impulsivity Scale (BIS-11; [@b0200]), the UPPS-P Impulsive Behaviour Scale ([@b0075]), and/or a variety of behavioural tasks (e.g., [@b0025]). It is known that various facets of impulsivity comprising different instruments such as the BIS-11 and UPPS-P are correlated, thereby pointing to commonalities in underlying constructs. In certain cases, however, their effects are also selective, suggesting that while these constructs may be overlapping, they are not identical ([@b0085]).

Specific facets of impulsivity have been found to be particularly important determinants of drug use during development ([@b0090], [@b0115], [@b0150], [@b0180]). For example, [@b0140] found that sensation seeking, reflection impulsivity, and aggression partially mediated the association between adversity and severity of alcohol dependence symptoms in a population of male patients with alcohol dependence. In another study, the UPPS-P subscales of negative urgency, positive urgency, and sensation seeking were found to selectively mediate the effect of childhood adversity on cannabis, alcohol, and cigarette use in a sample of adolescents and adults ([@b0195]). Others have similarly found a mediating role of impulsivity in childhood adversity and alcohol and cannabis use ([@b0215], [@b0240]). While the majority of studies exploring the effects of impulsivity on the relationship between childhood adversity and substance use have focused on commonly used substances such as alcohol, cannabis, and nicotine ([@b0140], [@b0195], [@b0240]), comparatively few have studied this relationship with other substances and/or in non-dependent samples. It is important to examine this relationship so that clinicians can intervene at early developmental stages and provide appropriate prevention programs ([@b0065]).

A primary objective of the present study, therefore, was to determine whether childhood adversity predicts problems associated with substance use, other than nicotine or alcohol, in a sample of undergraduate students and, if so, whether impulsivity contributes to the relationship in a manner akin to what has been identified in dependent alcohol and nicotine users ([@b0140], [@b0195]). This is an important question given that undergraduate students fall within an age and cultural demographic known to be at an increased risk for developing problems associated with drug use ([@b0015]). A secondary objective was to determine whether there was a convergence of effects between different measures of childhood adversity and impulsivity using a number of well-validated questionnaires. This objective was meant to broadly inform the specificity of the mediating effects of impulsivity in this sample, considering that facets of impulsivity are correlated but distinct constructs. In this study, we accomplished this by measuring constructs of interest with two questionnaires each; *childhood adversity* was measured with the Childhood Trauma Questionnaire (CTQ; [@b0040]) and the Adverse Childhood Experience (ACE; [@b0110]), and *impulsivity* was measured with the Barratt Impulsiveness Scale (BIS-11; [@b0200]) and the short UPPS Impulsive Behavior Scale (SUPPS-P; [@b0075]).

2. Methods {#s0010}
==========

2.1. Participants {#s0015}
-----------------

First-year undergraduate students (*n* = 309) attending the University of Toronto Scarborough were recruited through the SONA portal. The SONA portal is an online domain where students receive course credit for research participation. A demographics questionnaire assessing education, socioeconomic status, ethnicity, religious affiliation and status of physical and mental health was also administered. There were no exclusion criteria for the study.

2.2. Procedure {#s0020}
--------------

Participants registered for the study through the SONA portal and completed the study on an online platform known as Qualtrics. The questionnaires were administered in a randomized fashion and were expected to take participants approximately 30--40 min to complete. Participants had 24 h to complete the study.

2.3. Measures {#s0025}
-------------

### 2.3.1. Childhood adversity {#s0030}

*Childhood Trauma Questionnaire* (CTQ; [@b0040]). The CTQ is a 28-item retrospective self-report questionnaire used to measure severity of exposure to five categories of childhood experiences: physical abuse, emotional neglect, emotional abuse, physical neglect, and sexual abuse; each category of negative childhood experience is assessed by five questions. Three questions were not administered in this study, but are used in some studies to assess the degree to which participants minimize negative childhood experiences. Participants indicated the degree to which each statement (e.g. "I got hit so hard that I had to see a doctor or go to the hospital") was true for them on a 5-point likert scale, ranging from 1 (Never) to 5 (Very Often). High reliability and internal consistency reliability have been demonstrated for the CTQ across a range of samples ([@b0040], [@b0035]). Of note, the alpha reliability was higher in a clinical sample (α = 0.79--0.94, [@b0205]) in comparison to a community sample (α = 0.58--0.94, [@b0205]). Cronbach's alpha for the current sample was 0.91.

*Adverse Childhood Experience* (ACE; [@b0110]). The ACE is a 10-item self-report questionnaire that was adapted from the Conflict Tactics Scale ([@b9000]). The questionnaire assesses 3 categories of abuse (emotional, physical, sexual), and 5 categories of childhood household dysfunction (mental illness, violent treatment of mother/stepmother, parental separation/divorce/death, incarcerated household member, exposure to substance abuse). Participants are asked a series of 10 screening questions (e.g. "Did a parent or other adult in the household often ...Swear at you, insult you, put you down, or humiliate you?") and respond with either 1 (Yes) or 0 (No). Although the psychometric properties of the 10-item ACE have not been well-characterized, the internal consistency and content validity of the ACE have high correlations with mental and physical health measures and other childhood trauma questionnaires ([@b0255]). Findings have also shown that ACE scores are a strong determinant of risk for substance abuse ([@b0095]). Cronbach's alpha in the current sample was 0.68.

### 2.3.2. Impulsivity {#s0035}

*Short UPPS-P Impulsive Behaviour Scale* (SUPPS-P; [@b0075]). The SUPPS-P is a 20 item self-report questionnaire that measures personality facets associated with impulsivity. The SUPPS-P was developed using the original 59-item UPPS-P questionnaire by converging common traits of impulsivity ([@b0080], [@b0250], [@b0275]). The SUPPS-P contains five subscales: negative urgency (the tendency to experience strong impulses in response to negative mood), positive urgency (the tendency to experience strong impulses in response to positive mood), (lack of) premeditation (the tendency to act without considering the consequences), (lack of) perseverance (the inability to stay focused), and sensation seeking (the tendency to pursue exciting activities and an openness to new experiences). Participants indicate the degree to which each statement (e.g., "I tend to act without thinking when I am really excited.") is true on a 4-point likert scale ranging from 1 (low level of self-reported impulsivity) to 4 (high level of self-reported impulsivity). The SUPPS-P subscales have good internal consistency, with alpha ranging from 0.74 to 0.88 across the five subscales, and is strongly correlated with the subscales of the UPPS-P ([@b0075]). In the current sample, Cronbach's alpha was 0.77.

*Barratt Impulsiveness Scale* (BIS-11; [@b0200]). The BIS-11 is a 30 item self-report questionnaire that measures three broad factors of impulsivity (known as second order factors): attentional, motor, and non-planning. Each of these second order factors assess more specific facets (known as first order factors): the attentional factor assesses attention (e.g., "focusing on the task at hand") and cognitive instability (e.g., "thought insertions and racing thoughts"); the motor factor assesses motor (e.g., "acting on the spur of the moment") and perseverance (e.g., "a consistent lifestyle"); the non-planning factor assesses self-control (e.g., "planning and thinking carefully") and cognitive complexity (e.g., "enjoy challenging mental tasks"; [@b0200]). Participants indicate the degree to which each statement is true on a 4-point likert scale ranging from 1 (Rarely/Never) to 4 (Almost Always/Always). The BIS-11 total score is internally consistent across both clinical and non-clinical populations and is also highly correlated with similar self-report measures of impulsiveness ([@b0200], [@b0230]). In the current sample, Cronbach's alpha was 0.78.

### 2.3.3. Substance use {#s0040}

*The Drug Abuse Screening Test* (DAST-10; [@b0220]). The DAST-10 is a 10 item self-report questionnaire that assesses problems related to drug abuse, excluding alcohol or tobacco use, in the past 12 months. Participants are asked a series of questions (e.g. "Have you used drugs other than those required for medical reasons?") and respond with either 1 (Yes) or 0 (No). The DAST-10 has been shown to have high internal consistency, test-retest reliability, and satisfactory construct validity ([@b0265]). Cronbach's alpha for the current sample was 0.79. These established psychometric properties underscore the use of the DAST-10 as a brief measure of problems associated with substance use in undergraduate samples. The questionnaire yields satisfactory measures of reliability and validity for use as a clinical or research tool and has been used in a variety of samples, including non-dependent populations ([@b0165], [@b0265]). For example, [@b0165] discovered that approximately 1 in 10 college students positively endorsed three or more DAST-10 items. More importantly, 9% of the overall sample and 23% of illicit drug users reported using more than one drug at a time in the past 12 months ([@b0165]).

2.4. Data analysis {#s0045}
------------------

Variables were examined for univariate outliers, which were identified as z-scores greater than 3 standard deviations above or below the mean (Tabachnick & Fidell, 2013). Outliers were winsorized to z-scores of plus or minus 3 standard deviations (Field, 2014). This process was done for select ACE (*n* = 6), CTQ (*n* = 5), and DAST-10 (*n* = 9) cases. There were no observed outliers in the BIS or SUPPS-P scores. Of the 309 participants recruited for participation, data were missing for a subset of CTQ (*n* = 15), ACE (*n* = 11), and DAST-10 (*n* = 14) questionnaires. A total of 291 participants had valid data for the CTQ mediation models and a total of 292 participants had valid data for the ACE mediation models. Four separate mediation models ([Fig. 1](#f0005){ref-type="fig"}) were conducted using the PROCESS macro for SPSS (Hayes, 2013).Fig. 1General hypothesized mediation model. For the analyses, four separate models were run that varied according to childhood adversity and impulsivity measurements. Childhood adversity was modeled using either the Childhood Trauma Questionnaire (CTQ) or Adverse Childhood Experience Questionnaire (ACE) total score. Impulsivity was modeled using either the Short UPPS-P Impulsive Behaviour (SUPPS-P) or Barratt Impulsiveness Scale (BIS-11) facet scores. Substance use problems were modeled using the total score of the Drug Abuse Screening Test (DAST)-10.

All models included an estimate of the indirect effect of childhood adversity (i.e., total scores of the ACE or CTQ) through impulsivity (i.e., facet scores of the SUPPS-P or BIS-11) on past-year substance-related problems (i.e., DAST-10). All SUPPS-P and BIS subscales were included in the respective models to identify the unique mediating effects of each impulsivity facet. Bias-corrected 95% bootstrap confidence intervals (CI) were estimated for all indirect effects. Indirect effects were interpreted as significant if the 95% bootstrap CI did not contain a value of 0. As noted in the Results, the DAST-10 data violated the assumption of normality and demonstrated positive skew and kurtosis. Because bootstrapped CI estimates are robust when data are non-normally distributed, the data were left untransformed for ease of interpretation. As an assurance, analyses were run with a log-transformed DAST-10 variable and the results remained unchanged (data not reported here).

3. Results {#s0050}
==========

3.1. Demographics and descriptive data {#s0055}
--------------------------------------

The majority of the sample identified their biological sex as female (78.8%). The mean age of the sample was 18.85 (*SD* = 2.23) years old, with an average of 12.9 (*SD* = 1.35) years of education completed at the time of the assessment. Participants were from diverse racial backgrounds including South Asian (33.6%), East or Southeast Asian (33.5%), European (13.6%), Caribbean (5.8%), Middle Eastern (4.1%), African (2.7%), Latin (2.7%), Pacific Islander (0.7%), or identified otherwise (e.g., multiple racial backgrounds; 3.3%). Descriptive data and correlations for childhood adversity, impulsivity, and substance use problems are presented in [Table 1](#t0005){ref-type="table"}.Table 1Descriptive statistics and bivariate correlations (Pearson r) for childhood adversity, substance use, and impulsivity variables.MeanSD123456789101112131. DAST-100.541.07612. CTQ37.6011.3430.194[\*\*](#tblfn2){ref-type="table-fn"}13. ACE1.081.4620.186[\*\*](#tblfn2){ref-type="table-fn"}0.707[\*\*](#tblfn2){ref-type="table-fn"}14. SUPPS-P Negative Urgency9.582.8010.160[\*\*](#tblfn2){ref-type="table-fn"}0.379[\*\*](#tblfn2){ref-type="table-fn"}0.294[\*\*](#tblfn2){ref-type="table-fn"}15. SUPPS-P Positive Urgency8.002.4900.225[\*\*](#tblfn2){ref-type="table-fn"}0.270[\*\*](#tblfn2){ref-type="table-fn"}0.119[\*](#tblfn1){ref-type="table-fn"}0.469[\*\*](#tblfn2){ref-type="table-fn"}16. SUPPS-P Premeditation7.182.0440.122[\*](#tblfn1){ref-type="table-fn"}0.337[\*\*](#tblfn2){ref-type="table-fn"}0.234[\*\*](#tblfn2){ref-type="table-fn"}0.341[\*\*](#tblfn2){ref-type="table-fn"}0.425[\*\*](#tblfn2){ref-type="table-fn"}17. SUPPS-P Perseverance7.251.8620.0820.183[\*\*](#tblfn2){ref-type="table-fn"}0.117[\*](#tblfn1){ref-type="table-fn"}0.128[\*](#tblfn1){ref-type="table-fn"}0.122[\*](#tblfn1){ref-type="table-fn"}0.381[\*\*](#tblfn2){ref-type="table-fn"}18. BIS Attention10.832.6670.0960.411[\*\*](#tblfn2){ref-type="table-fn"}0.243[\*\*](#tblfn2){ref-type="table-fn"}0.431[\*\*](#tblfn2){ref-type="table-fn"}0.343[\*\*](#tblfn2){ref-type="table-fn"}0.424[\*\*](#tblfn2){ref-type="table-fn"}0.187[\*\*](#tblfn2){ref-type="table-fn"}19. BIS Cognitive Instability6.281.8840.175[\*\*](#tblfn2){ref-type="table-fn"}0.334[\*\*](#tblfn2){ref-type="table-fn"}0.249[\*\*](#tblfn2){ref-type="table-fn"}0.315[\*\*](#tblfn2){ref-type="table-fn"}0.271[\*\*](#tblfn2){ref-type="table-fn"}0.185[\*\*](#tblfn2){ref-type="table-fn"}0.0930.371[\*\*](#tblfn2){ref-type="table-fn"}110. BIS Motor14.033.1410.174[\*\*](#tblfn2){ref-type="table-fn"}0.123[\*](#tblfn1){ref-type="table-fn"}0.0420.296[\*\*](#tblfn2){ref-type="table-fn"}0.439[\*\*](#tblfn2){ref-type="table-fn"}0.387[\*\*](#tblfn2){ref-type="table-fn"}0.0830.318[\*\*](#tblfn2){ref-type="table-fn"}0.320[\*\*](#tblfn2){ref-type="table-fn"}111. BIS Motor Perseverance6.821.6690.0960.202[\*\*](#tblfn2){ref-type="table-fn"}0.151[\*\*](#tblfn2){ref-type="table-fn"}0.132[\*](#tblfn1){ref-type="table-fn"}0.150[\*](#tblfn1){ref-type="table-fn"}0.229[\*\*](#tblfn2){ref-type="table-fn"}0.274[\*\*](#tblfn2){ref-type="table-fn"}0.232[\*\*](#tblfn2){ref-type="table-fn"}0.1000.260[\*\*](#tblfn2){ref-type="table-fn"}112. BIS Self Control13.273.0890.0830.298[\*\*](#tblfn2){ref-type="table-fn"}0.175[\*\*](#tblfn2){ref-type="table-fn"}0.311[\*\*](#tblfn2){ref-type="table-fn"}0.352[\*\*](#tblfn2){ref-type="table-fn"}0.547[\*\*](#tblfn2){ref-type="table-fn"}0.282[\*\*](#tblfn2){ref-type="table-fn"}0.432[\*\*](#tblfn2){ref-type="table-fn"}0.148[\*](#tblfn1){ref-type="table-fn"}0.361[\*\*](#tblfn2){ref-type="table-fn"}0.295[\*\*](#tblfn2){ref-type="table-fn"}113. BIS Cognitive Complexity11.882.3120.0290.136[\*](#tblfn1){ref-type="table-fn"}0.0630.170[\*\*](#tblfn2){ref-type="table-fn"}0.176[\*\*](#tblfn2){ref-type="table-fn"}0.333[\*\*](#tblfn2){ref-type="table-fn"}0.195[\*\*](#tblfn2){ref-type="table-fn"}0.263[\*\*](#tblfn2){ref-type="table-fn"}−0.0200.275[\*\*](#tblfn2){ref-type="table-fn"}0.274[\*\*](#tblfn2){ref-type="table-fn"}0.194[\*\*](#tblfn2){ref-type="table-fn"}1[^1][^2][^3]

3.2. Mediation analyses {#s0060}
-----------------------

Results from the mediation analyses are presented in [Table 2](#t0010){ref-type="table"}, [Table 3](#t0015){ref-type="table"}, [Table 4](#t0020){ref-type="table"}, [Table 5](#t0025){ref-type="table"}. The CTQ and ACE largely converged in their direct effects on SUPPS-P and BIS subscales ([Table 2](#t0010){ref-type="table"}). While the CTQ significantly predicted all SUPPS-P subscales except sensation seeking, the ACE only significantly predicted the negative urgency, positive urgency, and premeditation subscales. A similar pattern emerged for the BIS subscales: CTQ significantly predicted all BIS subscales, whereas the ACE did not predict the motor or cognitive complexity subscales. [Table 3](#t0015){ref-type="table"} shows that positive urgency and sensation seeking both uniquely predicted variance in DAST-10 scores. In contrast, [Table 4](#t0020){ref-type="table"} shows that only the motor subscale of the BIS significantly predicted DAST-10 scores. Not surprisingly, both the CTQ and ACE directly predicted DAST-10 scores across all models of direct effects ([Table 3](#t0015){ref-type="table"}, [Table 4](#t0020){ref-type="table"}). [Table 5](#t0025){ref-type="table"} shows the estimated indirect effects for all 4 mediation models. Positive urgency partially mediated the effects of the CTQ and ACE on DAST-10 ([Fig. 2](#f0010){ref-type="fig"}, [Fig. 3](#f0015){ref-type="fig"}, respectively). Interestingly, while the BIS motor subscale mediated the effect of CTQ on DAST-10 ([Fig. 4](#f0020){ref-type="fig"}), this relationship was not evident with the ACE. There were no other significant mediation effects.Table 2Direct effects of childhood adversity indices on impulsivity scales.CTQ Mediation ModelACE Mediation ModelOutcome*bSEtpbSEtp*SUPPS-P Negative Urgency0.09440.01347.031\<0.00010.55960.10745.2113\<0.0001 Positive Urgency0.05960.01254.7875\<0.00010.20190.09982.02330.044 Sensation Seeking−0.01180.0129−0.91690.3599−0.14260.1000−1.42500.1552 Premeditation0.06040.00996.0754\<0.00010.32720.08034.07710.0001 Perseverance0.03020.00953.17370.00170.14550.07451.95390.0517BIS Attention0.09670.01267.6775\<0.00010.43740.10414.2028\<0.0001 Cognitive Instability0.05540.00926.0167\<0.00010.31910.07324.3583\<0.0001 Motor0.03440.01622.12650.03430.07780.12560.61900.5364 Perseverance0.02970.00853.50020.00050.17380.06662.61110.0095 Self Control0.08120.01535.3223\<0.00010.36960.12243.01960.0028 Cognitive Complexity0.02770.01192.32840.02060.10910.09221.18240.238[^4]Table 3Direct effects of SUPPS-P subscales and childhood adversity indices on substance-related problems.CTQ Mediation ModelACE Mediation ModelPredictor*bSEtpbSEtp*SUPPS-P Negative Urgency0.01280.02540.50330.61520.01470.02580.56890.5699 Positive Urgency0.06530.02902.24770.02540.07440.02962.51500.0125 Sensation Seeking0.06010.02512.39710.01720.05310.02562.07770.0386 Premeditation−0.01070.0360−0.29560.7677−0.02540.0363−0.69830.4856Perseverance0.02940.03510.83750.40300.04130.03581.15560.2488CTQ0.01310.00592.23260.0264--------ACE------**--**0.12650.04422.86530.0045[^5]Table 4Direct effects of BIS subscales and childhood adversity indices on substance-related problems.CTQ Mediation ModelACE Mediation ModelPredictor*bSEtpbSEtp*BIS Attention−0.01040.0282−0.36850.7128−0.00440.0281−0.15490.8770 Cognitive Instability0.04720.03731.26490.20690.05220.03751.39340.1646 Motor0.04970.02252.21430.02760.05290.02302.29880.0222 Perseverance0.02190.03920.55980.57600.02450.03980.61470.5393 Self Control−0.00680.0230−0.29370.7692−0.00040.0233−0.01700.9865 Cognitive Complexity−0.01270.0285−0.44580.6561−0.02340.0294−0.79550.4270CTQ0.01470.00612.40570.0168--------ACE--------0.12020.04442.70590.0072[^6]Table 5Indirect effects of impulsivity on childhood adversity as a predictor of substance related problems.CTQ Mediation ModelACE Mediation ModelMediators*bSE*LLCIULCI*bSE*LLCIULCISUPPS-P Negative Urgency0.00120.0021−0.00290.00540.00820.0122−0.01420.0336 Positive Urgency0.00390.00200.00080.00860.01500.01040.00140.0446 Sensation Seeking−0.00070.0009−0.00340.0007−0.00760.0079−0.03210.0021 Premeditation−0.00060.0023−0.00490.0040−0.00830.0130−0.03630.0163 Perseverance0.00090.0011−0.00090.00360.00600.0064−0.00210.0243BIS Attention−0.00100.0026−0.00620.0039−0.00190.0115−0.02320.0226 Cognitive Instability0.00260.0018−0.00050.00670.01670.0111−0.00100.0433 Motor0.00170.00120.00020.00540.00410.0072−0.00740.0229 Perseverance0.00070.0014−0.00170.00400.00430.0088−0.01040.0264 Self Control−0.00050.0017−0.00400.0028−0.00010.0077−0.01630.0154 Cognitive Complexity−0.00040.0009−0.00270.0011−0.00250.0046−0.01890.0024[^7]Fig. 2Partial mediation of the effect of childhood adversity on substance use problems through positive urgency. CTQ = childhood trauma questionnaire. Positive urgency = corresponding facet of short UPPS-P impulsive behavior scale. Substance use problems were modeled as total scores on the Drug Abuse Screening Test (DAST)-10. *Note.* Values represent unstandardized regression coefficients.Fig. 3Partial mediation of the effect of childhood adversity on substance use problems through positive urgency. ACE = adverse childhood experiences questionnaire. Positive urgency = corresponding facet of short UPPS-P impulsive behavior scale. Substance use problems were modeled as total scores on the Drug Abuse Screening Test (DAST)-10. *Note.* Values represent unstandardized regression coefficients.Fig. 4Partial mediation of the effect of childhood adversity on substance use problems through motor impulsiveness. CTQ = childhood trauma questionnaire. Motor impulsiveness was operationalized as the score on the first-order BIS-11 facet 'motor impulsiveness'. Substance use problems were modeled as total scores on the Drug Abuse Screening Test (DAST)-10. *Note.* Values represent unstandardized regression coefficients.

4. Discussion {#s0065}
=============

Both positive and negative urgency are facets of impulsivity that are closely related, and traits that are identified as significant risk factors for problematic substance use in adolescents ([@b0235]). In the present study, we found that the positive, but not negative, urgency subscales of the SUPPS-P uniquely mediated the relationship between both CTQ and ACE on DAST-10 scores. These findings are consistent with those of a recent study carried out with a sample of college students, in which impulsivity under extreme positive emotion mediated the relationship between ACE and problems associated with alcohol use ([@b0105]). On the other hand, the present results contrast with past findings obtained from a sample of social drinkers. In that study, negative, but not positive, urgency mediated the relationship between childhood trauma and problem alcohol and cannabis use in late adolescence and early adulthood ([@b0240]). Given that past studies have tended to focus on the relationship between childhood adversity and impulsivity as it relates to alcohol use ([@b0070]), the discordant effects of the present study together with prior work suggest that the role of different facets of urgency may not generalize across substances and/or histories of substance use. Indeed, the present study, together with past studies, suggests that experiential factors relating to type and/or frequency of substance use may be differentially sensitive to specific types of impulsive traits (e.g., [@b0070], [@b0130], [@b0160], [@b0210], [@b0195]).

The results also highlight the potential importance of considering age when examining the relationship between impulsivity, childhood adversity, and substance-related problems. That positive, rather than negative, urgency selectively mediated the relationship between childhood adversity and substance use in the present study is in keeping with the idea that adolescents experience relatively stronger impulses in response to positive as compared to negative mood states ([@b0105], [@b0150], [@b0270]). For example, it was found that positive mood induced risk taking in a sample of first year college students, and that these students were more likely to drink during days of celebration ([@b0080]).

For the BIS-11, a second measure of impulsivity used in the present study, the motor subscale selectively mediated the effect of CTQ on DAST-10. This is consistent with past studies, in which current and past drug users scored significantly higher on the motor subscale relative to the other subscales, as well as relative to controls ([@b0050], [@b0185], [@b0230]). While the BIS-11, UPPS-P, and the SUPPS-P are highly correlated with each other, the correlations between their subscales are not always consistent, supporting the idea that the measures assess some similar and some different aspects of impulsivity ([@b0175], [@b0260]). In addition, to our knowledge, this is the first study to assess facets of the BIS-11 as mediators in the relationship between childhood adversity and substance use problems.

That said, it is important to note that the same mediation effects that were observed for the BIS-11 and CTQ in the present study were not observed for the ACE. This lack of relationship is consistent with prior research showing no significant relationship between the subscales of the BIS and scores on the ACE in a sample of undergraduate students ([@b0045]). Moreover, there is a lack of clarity on the relationship between the BIS subscales within samples of substance users ([@b0030]). Thus, more work is needed to clarify to what extent facets of impulsivity as reflected in the BIS-11 may mediate the relationship between childhood adversity and substance use.

It is also noteworthy that the CTQ significantly predicted all SUPPS-P subscales except sensation seeking, whereas the ACE only significantly predicted the negative urgency, positive urgency, and premeditation subscales. The ACE may not have been as robust as the CTQ in predicting items on the SUPPS-P due to the low levels of endorsement of childhood adversity that our undergraduate sample made of items on the ACE; this was especially the case in the categories of "household dysfunction" which comprise most of the questions for this instrument.

One limitation of the current study, as with many past studies, is the reliance on retrospective, self-report questionnaires for measuring childhood adversity. An additional limitation of the present study was that the minimization/denial scale of the CTQ or other validity/attention checks were not included. Indeed, underreporting of childhood adversity (due to, for example, inaccurate memories ([@b0170])) may affect the strength and consistency of the relationship found between this factor and measures of impulsivity and substance use. Although the present study attempted to circumvent this issue by using different measures to arrive on convergent results, future studies would be strengthened by a heavier reliance on convergent sources of evidence, including in addition to self-reports, medical history, and the accounts of informants. It is also important to consider that the direct comparability of this study with past studies is limited by the fact that the current study used a sample with diverse substance use problem severity, and thus represented a heterogeneous substance using sample. In comparison, other studies have used relatively homogeneous substance-using groups. It is therefore possible that the divergent findings reported here reflect this difference in group characteristics; future studies should address this limitation using larger and more diverse samples. Moreover, the magnitude of the correlation between childhood trauma and substance-use related problems observed in this study was small (Pearson's r \< 0.23), and is perhaps reflected in small indirect effects. As a consequence, it is difficult to ascribe concrete significance to the result. Indeed, future research is warranted to explore further the replicability and clinical utility of the relationships.

In summary, this study used multiple questionnaires to examine convergent validity of mediation effects for specific facets of impulsivity across similar constructs in a sample of university students. Demonstrating selectivity in the mediation of the relationship between childhood adversity and different facets of impulsivity on substance use extends work to date that has focused largely on a general construct of impulsivity and single instruments for measuring childhood adversity and impulsivity.
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[^1]: *Note*. DAST-10 = Drug Abuse Screening Test −10; CTQ = Childhood Trauma Questionnaire; ACE = Adverse Childhood Experiences Scale; SUPPS-P = Short UPPS-P Impulsivity Scale; BIS = Barratt Impulsivity Scale-11.

[^2]: p \< 0.05.

[^3]: p \< 0.01.

[^4]: *Note*. CTQ = Childhood Trauma Questionnaire; ACE = Adverse Childhood Experiences Scale; SUPPS-P = Short UPPS-P Impulsivity Scale; BIS = Barratt Impulsivity Scale-11.

[^5]: *Note*. Outcome DAST-10. DAST-10 = Drug Abuse Screening Test −10; CTQ = Childhood Trauma Questionnaire; ACE = Adverse Childhood Experiences Scale; SUPPS-P = Short UPPS-P Impulsivity Scale.

[^6]: *Note*. DAST-10 = Drug Abuse Screening Test-10; CTQ = Childhood Trauma Questionnaire; ACE = Adverse Childhood Experiences Scale; BIS = Barratt Impulsivity Scale-11.

[^7]: *Note*. DAST-10 = Drug Abuse Screening Test-10; CTQ = Childhood Trauma Questionnaire; ACE = Adverse Childhood Experiences Scale; SUPPS-P = Short UPPS-P Impulsivity Scale; BIS = Barratt Impulsivity Scale-11.
